Objective: To examine ethnic, relationship, health, and mental health factors for a cohort of women with HIV infection attending an inner London clinic. Design and methods: Structured schedules were utilised to analyse ethnic group, family, and reproduction issues, mental and physical health for 100 women drawn consecutively from attenders at an inner London HIV clinic Results: 51% of the women were non-ethnic minority groups and 49% were from ethnic groups. HIV testing was often as a result of symptoms or partner illness. One in five had disclosed their status to one person only or no one. Ethnic minority women were more likely to restrict disclosure. Forty seven per cent of the women had 100 children with more children reported in ethnic minority families; 28% of the children had been tested for HIV and five were confirmed HIV positive; 9% of children were born after HIV diagnosis. Nineteen women reported one or more termination of pregnancy, the majority before HIV diagnosis. Three quarters had a partner of whom 56 knew the partner's status. Women with HIV positive partners were more likely to have children. Women kept in ignorance of partner status were more likely to be ethnic minority women. Thirty two per cent had an AIDS diagnosis, diagnosed mostly in the UK. Medical and counselling service uptake was high. Gynaecological problems were common (49% had one or more problem) and 34% had at least one hospital admission. A wide range of counselling issues were recorded, with variations over time. Suicidal issues were relevant for 13% of women (69% ideation, 31% attempts). Significant life events were noted for many women with allied coping demands. Conclusions: There are a wide range of issues for women with HIV and systematic differences between ethnic and non-ethnic women and those with or without children.
Introduction
HIV disease in women has unfolded amid much speculation about differences in disease course, natural history, and manifestations. This probably reflects the early reticence to grapple with the particular,' and perhaps different, issues associated with the disease in women.2 As data emerge,3 the level of understanding is broadened. 4 Early studies claimed that women had shorter disease course and more rapid decline. However, these factors may have been explained more by psychosocial factors5 than medical or biological ones. The descriptions, from uncontrolled investigations, may be explained by sex differences in access to medical care,6 unwillingness of practitioners to entertain HIV as a possible diagnosis to symptoms, and an oversight of risk in women who may not be so clearly identified or who may suffer from diagnosis delay or misdiagnosis.7 As early as 1992, Hankins and Handley8 concluded that when age at diagnosis, AIDS presenting condition, and retroviral treatment factors were controlled for, sex effects diminished or disappeared. 9 The study of HIV in women brings, of necessity, the allied demands of relationship and family. This is particularly emphasised given that HIV itself is sexually transmitted and, in turn, can cross the placenta. This latter fact has accounted for much of the research in women, because of the interest in pregnancy'0 and the neonate, and has thus resulted in a comprehensive pocket of data, inevitably for women's benefit, but a blinkered shield which, while providing rich and detailed information," has also limited the insight for women to the months of pregnancy rather than to the population group as a whole over the course of the disease. Although much criticism has been levied at this, this "toe in the door" may have been in the ultimate interest of women. It is important that studies on women, in an attempt to redress the balance, do not overlook family, reproduction, contraception, and child rearing issues as a reaction to There were noticeable changes over time. Health, treatment, and fears of death were the major concern for 42% of the women at first contact and significantly fewer (28%) at most recent contact. Housing, finance, and employment concerns were significantly raised as issues over time from 27% to 38%. Initially, disclosure was a major issue for 30%, reducing to 9% over time. Relationship concerns were present for just over a quarter of the sample, remaining fairly constant with time. Issues around children decreased from 30% to 20%. A number of issues may also emerge in the future as bereavements become more prevalent with time. There were no significant associations between concerns raised and the length of time that the woman had been aware of her diagnosis. Table 3 sets out significant associations according to The ages of the children ranged from 2 months to 36 years (mean 10 years 7 months). The majority of the 100 children (91%) were born before their mother was diagnosed as HIV positive. Of the nine cases where a child was born after the mother was aware of her HIV status, four of the women were pregnant when diagnosed, three had partners with HIV, one was attending a drug rehabilitation centre, and one was tested after a miscarriage. Two thirds of the babies born after HIV diagnosis were born to mothers from ethnic minorities and one third to non-ethnic minority mothers. There were no significant differences between the two groups of mothers according to whether they had children before or after being diagnosed with HIV.
HIV TESTING OF CHILDREN
Just over a quarter of the children, 28, had been tested for HIV, five of whom were confirmed as HIV positive. Three of the five HIV positive children were born before the mothers had been diagnosed themselves. Of the 23 children confirmed as HIV negative, 19 (83%) were born before the mother's diagnosis, two (8.5%) after, and two (8-5%) were born to mothers who had been pregnant with them at diagnosis. The 
The length of time the women had been diagnosed as HIV positive ranged from 2 months to 12 years, with the majority of women (57%) being diagnosed for between 1 and 5 years. Women from an ethnic minority were significantly more likely to have been diagnosed within the last 12 months, with non-ethnic minority women more likely to have longer survival (X2 = 10-9, df = 2, p < 0.01). Those women enrolled on a trial were significantly more likely to have been aware of their diagnosis for more than 12 months (100% v 29*6%, x2 = 14*1, df = 2, p < 000 1).
CONTACT WITH WOMEN'S CLINIC
A summary of the data for length of time between diagnosis and first contact with the medical services (available for 90 women) and counselling services (available for 94 women) is shown in the figure.
These data demonstrate the close association of the provision of medical and counselling services provided by the women's clinic for the majority of women. Of the 92 cases where the information was available 84 (91 %) were recorded as having initial contact with both services at the same time.
The number of contacts with the medical services at the women's clinic ranged from 1 to 78 (mean 15-5, median 11, mode 3). Those women who had a larger number of contacts with the medical services were more likely to be enrolled on a drug trial (odds ratio (OR) 1-25, CI (1.13, 1.38) ). The number of contacts with the counselling services ranged from 1 to 44 (mean 7-2, median 5, mode 2). No significant associations were found according to the number of contacts with the counselling services.
DRUG TRIALS
The case notes of 34 of the 100 women indicated that they were involved in drug trials. Women who had had children before being diagnosed with HIV were significantly less likely to be enrolled on a trial than women who did not have children before diagnosis (X2= [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] Drug trials were available to women, yet those with children were less likely to be enrolled on a trial. Almost half of the women had one or more genital infections, commonly thrush, herpes, and abnormal smear results in 59% of cases. Hospital admissions may be potentially traumatic with over a third experiencing at least one such admission with stays ranging from 1 to 56 days. Women with children were more likely to have hospital admissions. Not surprisingly women with AIDS diagnoses were also more likely to be admitted to hospital. Counselling needs were varied and evolved over time. Health, treatment issues, and fear of death accounted for major initial concerns and remained prevalent over the course of illness. Other issues related to housing, employment, disclosure, and relationship concerns. Bereavements may emerge with time as people in families experience illness or death. Ethnic minority women had significant associations between housing, finance employment, relationship, children, and residency issues. Those who had suicidal ideation or attempts had significant associations with housing, finance, employment relationship, and isolation/lack of social support. Clearly, this pattern of differences shows that some issues are common for all, but other issues are more prevalent or take on special proportions for subgroups. There may well be overlap between groups. None of the ethnic minority women disclosed any suicidal ideation or recorded attempts. Family issues are important for this group of women and cover not only pregnancy and termination decisions but also family challenges, concerns over children, multiple HIV testing, and partner issues.
This study shows the wide range of problems facing women and challenges the ongoing service provision to meet their needs. It points out the necessity to appreciate the great variation within the groups, representing different ethnic groups, relationship networks, family groupings, emotional needs, and healthcare needs. This study was funded by a grant from Healthy Alliance.
